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CHAPTER I 
INTRODUCTION 1 
Setting 
The waiting rooms in the clinics of the Children's Medical Center 
are probably no different from the waiting rooms in pediatric clinics 
elsewhere. Children sit perusing comic books, clutching a favorite teddy 
bear brought from home, or pulling tinker toys around the floor. Girls 
are dressed in starched frilly dresses with matching bows in their hair 
or in old dungarees and yellowed jerseys, according to the mother's 
financial status. Boys, whose hair had been slick when they left home, 
are looking somewhat disheveled and tired of waiting to see the doctor. 
Some of the children look frightened--afraid of "the man in the white coat 
who only wants to examine you." 
Although it is said that 
• • • in motherhood woman is given the i-Tonderful opportunity 
of directly experiencing a sense of immortality--an im-
mortality that is rooted in the fact that every human 
being and his whole existence are a link in the long chain 
of historical evolution, a part of the eternal life stream 
where existence is no longer defined by the personal past--
but rather an impersonal past which creates for the in-
dividual a timeless background, a perspective of eternity, 2 
1 
1 The author 1'7ishes to express her sincere appreciation to Miss 
Elizabeth E. Kaiser, without whose many ideas and suggestions this thesis 
could not have been written. 
2 Helene Deutsch, Psychology of Women, Vol. II, p. 1. 
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' the mothers in the clinic seem somewhat unaware of their "sense of ~ 
mortality". Rather, they sit with hands clenched and weary expressions 
on their faces, fantasying what the doctor will tell them this time. 
And in the waiting room of the Psychiatry Department of the 
Children's Medical Center, mothers sit close to their children, urging 
them to be quiet, holding them on their laps to keep them from "running 
wild" and trying to talk pleasantly to the youngsters although the hostil-
ity seems so near to the surface. 
The setting of this study is the Psych~try Department of the 
Children's Medical Center. The Psychiatric Clinic was first established 
by the Hospital and the Harvard Medical School under the name of the 
Brenton Unit in July, 1949. The purpose of this unit was to teach 
pediatric psychiatry to house staff and medical students, to do research 
in child psychiatry and to establish a psychiatric out-patient clinic. 
The Psychiatric Clinic was set up as a sub-division of the Department of 
Medicine which was one of the five main departments of the Hospital. 1t 
remainted a part of the Department of Medicine until October, 1953, when 
it officially became a department and began to function as a separate 
entity. At the present time, the Psychiatry Department functions in 
collaboration with other departments which include Surgery, Medicine, 
Orthopedics, ±umor Therapy, Neuro-Surgery, and Pathology. A psychiatric 
consultant is assigned to each of the departments for both in-patient and 
out-patient consultation. There is also a medical social worker in each 
of the hospital departments who works with the physicians on the services 
and sees mothers who are having problems in relation to their child's 
illness. Often the medical social worker will refer cases to Psychiatry. 
2 
,. 
Only patients who have been known to the Children's Medical Center or 
privately to the teaching staff of this hospital, are accepted for 
referral to the Psychiatry Department. .All children are required to have 
a complete physical examination in the hospital's Medical Out-Patient 
Department or privately from a member of the teaching staff, before being 
referred to Psychiatry. 
Purpose 
People who are engaged in health and welfare services 
have seen families which include a child l-lith a congenital 
defect. We have seen the parents burdened with the extra 
tasks that caring for such a child demands and even more 
with the conflicting feelings they have about themselves 
and their child. 3 
The purpose of this study is to explore how a group of mothers 't-Tho 
were seen in the Psychiatry Department handled their feelings toward 
children "rith congenital anomalies. 
The writer's interest in the above problem was aroused when she 
discovered that treatment was hampered in several of her transferred cases 
because the past workers were not a1.rare of the ways the mothers handled 
their feelings toward children with congenital anomalies. With more 
information about this area, it is the writer's opinion that treatment may 
be better implemented. Furthermore, since no past research had been done 
on this subject in the Psychiatry Department of the Children's Medical 
Center, the clinic encouraged the undertaking of such a study. 
3 Victoria Shannon, 11V.Tben Children .Are Born with Defects11 , 
Children, 2:27-31, January-February, 1955. 
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The questions which this study will attempt to answer· a~e as 
follows: 
1. What are the defense mechanisms that the mothers used in relation 
to the child's congenital anomaly? 
2. Is there a similarity in the ways these mothers handled their 
feelings toward the children with congenital anomalies? 
In connection with and as background material for answering the 
above questions, analysis will be made of the medical, family, and personal 
characteristics of these cases. 
Scope and Method 
This investigation is based on sixteen cases which were referred 
to the Psychiatry Department of the Children's Medical Center. The intake 
book and closed record file for a four year period from January, 1950, 
, until December, 1953, were examined. Over this period of time sixteen 
children with congenital anomalies were referred to Psychiatry and all 
sixteen cases were used. They included children with congenital blindness, 
orthopedic defects, congenital heart disease, neurological disorders such 
as subdural hematoma, cerebral palsy and others. In all cases the medical '1 
records were examined to confirm the fact that these disorders were 
congenital anomalies and not defects that the child acquired later in life. 
The author also wanted to include epilepsy and seizure cases but there was 
some question raised as to whether these disorders were organic or 
functional in the cases available, so they were disqualified from this study~ 
I 
A schedule was formulated (see appendix) which asked for a general 
description of the cases studied as well as answers to specific questions. 
The individual case record was studied in regard to the purpose of this 
study and pertinent material was abstracted. The author also had 
4 
interviews vTith all of the castJ workers and psychiatrists uho had handled 
the eases, in order to get information that ''las not available in the record 
and to substantiate the author's interpretation of the picture presented 
by the record. For example, each therapist (caseworker and psychiatrist) 
confirmed the author's :findings in relation to the defense mechanisms 
used by the mothers. 
Limitations 
The limited size of the group studied does not permit any 
significant statistical generalizations :from the data. Further limitations 
are imposed because the recording of material was inteded primarily :for 
diagnostic and treatment purposes rather than :for research and, in some 
cases, it was lacking in pertinent information. For example, the writer 
was interested in exploring to what extent the mother's methods of handling 
her :feelings toward the child seemed to be determined by previous person-
ality patterns and to vrhat extent the :feelings vrere called :forth by the 
specific situation of the congenital anomaly. However, it was not 
possible to do this because there was not sufficient information in the 
records about how the mothers handled their :feelings at other times in 
their lives. 
The :fact that there was no body of literature on emotional problems , 
of' children with congenital anomalies imposed another limitation. Ho"t<rever, 
. 
the author has included references to pertinent articles and literature 
throughout the thesis. Although there are a great number of mechanisms 
or defense that have been discussed in psychoanalytic writings, the author 
included only those that appeared in the case record material. 
The subjectivity of the impressions recorded in the case record 
5 
material as well as the writer's subjectivity in abstracting material 
from the case records must be considered as general limitations ~men using 
clinical records for research • 
.A control group of children with congenital anomalies who were 
seen in the medical clinics but who were not referred to Psychiatry would, 
perhaps, have enhanced this study. However, the writer's time was limited 
and it was not possible to extend the analysis to such a group. 
6 
CHAPI'ER II 
GE11ERAL CH!.."R.ACTERISTICS OF CASES STUDIED 
Diagnosis and Rererrtl 
The term congenital anomaly is defined as, 11,Any deviation from the 
usual; any organ or part which has an abnormal structure or location 
existing at birth." 4 
The distribution of the congenital anomalies in the sixteen cases 
studied were as follows: 
TABLE I. 
TYPE OF CONGENIT.AL ANOMALY 
Anomaly Number of Cases 
Congenital Blindness (retrolental ribroplasia) 
Orthopedic Defects 
3 
4 
4 Congenital Heart Disease 
Neurological Disorders 
Others 
Sub-dural Hematoma 
Cerebral Palsy 
1 
1 
R.H. Negative (deafness) 1 
Extrophy of the Bladder 1 
Cleft Palate 1 
Total Number or Cases 16 
4 Blakiston1 s New Gould Medical Dictionary, 1953. ~ 
7 
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It is interesting to note that of these sixteen cases, eight had 
handicaps which were very obvious (three congenital blindness, four 
orthopedic defects, one cleft palate), four that were less obvious (ex-
trophy of the bladder, R.H. Negative -- deafness, cerebral palsy and sub-
dural hematoma), and four that were not obvious at all (congenital heart 
disease). 
It would seem that an apparent defect might be more difficult 
for a child and his family to cope with than one that was not as obvious 
because of the high value placed on physical normality and attractiveness 
in our culture. Dr. Barker points out: 
Physique is an important stimulus to the self and others 
• • • A person observing certain characteristics of 
physique in himself or others will behave in accordance 
with his personal evaluation of them--an evaluation 
that is a product of his own life history in a cultural 
setting. Upon viewing himself in a mirror and finding 
eviden~e of a defect, a person may react in far-reaching 
ways. 
Of the sixteen cases, there were nine boys and seven girls 
ranging in age · from five to thirteen at the time of referral to the 
Psychiatry Department. 
5 Roger Barker, Adjustment to Physical Handican and Illness: A 
Survey of the Social Psychology of Physique and Disability, p. 1. 
8 
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TABLE II 
CONGENIT A.L .A.NOHALY AND AGE .A.T TIME OF REFERRAL 
Age 
Anomaly 5 6 7 8 9 10 11 12 13 
Blindness 3 
Orthopedic Defect 1 1 1 1 
" 
Heart Defect 2 2 
Sub-Dural Hematoma 1 
Cerebral Palsy 1 
R.H. Negative (deafness) 1 
Extrophy of the Bladder 1 
Cleft Palate 1 
Total 1 4 4 1 2 2 1 1 
From Table II, we note that half of the group was referred to 
Psychiatry between the ages of six and eight, whereas the others are more 
scattered. The types of anomalies uith which they were referred are also 
indicated. We note also from Table II that the three cases of congenital 
blindness were referred between the ages of six and seven whereas the 
other anomalies are scattered between the ages of five and thirteen. 
In Table III, we are interested in when the congenital anomaly 
1 was discovered in relation to the type of anomaly. 
10 
TABLE III 
AGE WHEN CONGENITAL .ANOMALY WAS DISCOVERED 
A e 
Anomaly Under 1-2 2-3 3-4 4-5 5-6 6-7 7-8 
1 yr. 
Blindness 3 
Orthopedic Defect 2 1 1 
Heart Defect 1 1 1 1 
Sub-Dural Hematoma 1 
Cerebral Palsy 1 
R.H. Negative (deafness) 1 
Extrophy of the Bladder 1 
Cleft Palate 1 
Total 6 2 3 2 1 1 1 
From Table III we note that in half of the cases the anomaly was 
discovered prior to two years of age. Furthermore, this included all of 
the cases of congenital blindness as well as one congenital heart disease, 
two orthopedic defects, the extrophy of the bladder and the sub-dural hema-
toma. The others were scattered between the ages of two and eight. The 
cerebral palsy was not discovered until the child was seven because no 
symptoms of this anomaly were evident until the child was seven, and then 
it was noted that he was extremely restless. 
II 
The information in Tables II and III raises the question why help 
for the emotional problems was not sought until many of the children had 
reached six years of age. This may be due to the fact that the behavior 
difficulties were not manifested until the children were six years of 
age or older. 
Table IV indicates the distribution according to the source of 
recognition of the congenital anomaly. 
TABLE IV 
SOURCE OF RECOGNITION OF CONGENITAL ANOHALY 
Source of Recognition Number of Cases 
Clinic Doctor 9 
Private Doctor 4 
Mother 2 
Neighbor 1 
Total 16 
From Table IV we note that in nine cases the congenital anomalies 
were recognized by the clinic doctor, four by the private doctor, two by 
11 the mother, and one by a neighbor. 
We are also interested in the source of referral of the child with 
the congenital anomaly to Psychiatry. Table V throws light on this 
' question. 
11 
TABLE V 
SOURCE OF REFERRAL TO PSYCHIATRY DEPARTMENT 
Source of Referral 
Clinic Doctor 
School 
Other Agencies 
Mother 
Total 
Number of Cases 
8 
3 
4 
1 
16 
The clinic doctors referred one neurological, three orthopedic, 
and four congenital heart cases to Ps.rchiatry. The three school referrals 
came from the Perkins School for the Blind. The other agencies that refer-
red children to Psychiatry were Family Service Society (one), Beth Israel 
Hospital (one) and Children's Mission to Children (two). Children's 
Mission to Children is a part of the Children's Medical Center and the 
children who were referred by the school and other agencies had been known 
to the Children's Medical Center in the past when they were referred for 
medical services. One mother referred her child by asking the doctors in 
the Medical Out-Patient Department that they direct her to Psychiatry 
because her child's behavior was too difficult for her to cope with. 
The foregoing material is summarized in Table VI; After examin-
' ing the relationship between the source of referral and the source of 
' recognition, it is interesting to note that in seven cases it was the clinic 
doctor who recognized the anomaly and also who referred the children to 
12 
Psychiatry. It is difficult to determine whether the same doctor who 
recognized the anomaly made the eventual referral to Ps.rchiatry because 
there is a very large turnover of medical staff in the hospital. However, 
it was noted that the doctors who made the referrals were from the medical 
services that bad been following the children since the time the anomaly 
was recognized. 
13 
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Case Congenital 
Number Anomaly 
1. Blindness 
2. Blindness 
3. Blindness 
4. Orthopedic Defect 
5. Orthopedic Defect 
6. Orthopedic Defect 
7. Orthopedic Defect 
8. Heart Defect 
9. Heart Defect 
10. Heart De fect 
11. Heart De fect 
12 . Sub-Dural Hematoma 
TABLE VI 
SUMMARY TABLE OF DIAGNOSIS, REFERRAL , AND RECOGNITION 
Age of 
Recognition 
2~ months 
6 months 
3 months 
22 months 
4 years 
18 months 
2 years 
2 years 
5 years 
6 years 
6 months 
4 months 
Source of 
Recognition 
Private Doctor 
Mother 
Private Doctor 
Neighbor 
Clinic Doctor 
Mother 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Age of 
Referral 
6 years 
6 years 
6 years 
5 years 
1! years 
12~ years 
9 years 
10 years 
7i years 
7 years 
10! years 
13 years 
Source of 
Re ferral 
School (Perkins) 
School (Perk i ns} 
School (Perkins) 
Clinic Doctor 
Clinic Doctor 
Family Service Society 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
Clinic Doctor 
...... 
.!:>-
Case Congenital 
Number Anomaly 
13. Cerebral Palsy 
14. R.H. Negative Deaf 
15. Extrophy of Bladder 
16. Cleft Palate 
TABLE VI (CONTINUED) 
Age of 
Recognition 
7 years 
4 years 
Birth 
2 years 
Source of 
Recognition 
Clinic Doctor 
Clinic Doctor 
Private Doctor 
Clinic Doctor 
(Beth Israel 
Hospital) 
Age of 
Referral 
7 years 
9 years 
B years 
6t years 
Source of 
Referral 
Children's Mission 
Mother 
Children's Mission 
Beth Israel Hospital 
Social Service 
• 
1-' 
"' 
Surgery was performed in six cases, Two children were less than 
one year of age, three between the ages of two and five years, and one was 
ten years old at the time of hospitalization. The follm.fing list presents 
the diagnosis and the age at the time the surgery was performed. 
Retrolental Fibroplasia 5 months 
Congenital Scoliosis 22 months 
Dislocated Hips 3t years 
Depression of the Sternum 4 years 
Heart Lesion 10 years 
Sub-Dural Hematoma 3 months 
Several studies have been made on the meaning of hospitalization 
and surgery to children. Anna Freud tells us that, 
Ever since the discovery of the castration complex, 
analysts have had ample opportunity in their therapeutic 
work to study the impact of surgical operations on 
normal and abnormal development. By now it is common 
knowledge among analysts that any surgical interference 
with the child's body may serve as a focal point for the 
activation, reactivation and rationalization of being 
attacked, overwhelmed and/or castrated. 6 
In a study made by Dane Prugh and others, it was discovered that, 
The impact of hospitalization upon the child and his 
family appears to carry with it many and varied implica-
tions. The results of studying children's reactions to 
hospitalization support the impression that the child of 
three years and under is the most susceptible to the 
circumstances surrounding hospital care. 
6 Anna Freud, Psychoanalytic Stuay of the Child, Vol. VII, p. 74. 
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At this level of psychosexual development, separation from 
the mother, the loved object, often misinterpreted as 
punishment or desertion, appears to pose the chief threat 
to a still immature and dependent ego. Such "separation 
anxiety", however, appears to occur to some degree in 
children up through the latency period at least, being 
strongest and most devastating, at this older age level 
in the child with emotional problems. 7 
Thus we see that hospitalization can be a very threatening ex-
perience to the child. However, from another point of view, with new 
surgical procedures such as heart surgery, more lives are being saved 
and more children with serious congenital anomalies can live a fairly 
normal life physically. 
Family Characteristics 
Since the trend to see fathers as well as mothers in child psych-
iatry departments is a new one, there was not very much information about 
the fathers in the case record material. 
The father's occupations in the sixteen cases studied were as 
follows: 
7 Dane Prugh, and others, 11.A Study of the Emotional Reactions of 
Children and Families to Hospitalization and Illness", .Amerigan Journal of 
Orthopsychiatry, 2:70-106, January, 1953. 
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Occupation 
Professional 
White Collar 
Skilled 't-Torker 
Semi-Skilled Worker 
Unskilled Worker 
TABLE VII 
FATHER'S OCCUPATION 
Total 
Nwnber of Cases 
2 
3 
5 
1 
5 
16 
In Table VII, we note that the distribution of occupations is 
quite wide in range. It includes professional as well as unskilled workers.
1 
This is due to the fact that although the Out-Patient Department of the 
1 Children's Medical Center primarily serves people in the lower income 
groups, its doors are open to professional, white collar and skilled "''Torkers 
as well. In the Psychiatry Department, the fees are pro-rated and patients 
are accepted for treatment if the family income does not exceed $8,000. 
The majority of the mothers were between thirty and forty years 
of age at the time of referral. Since most of the children were referred 
between the ages of five and thirteen, it 'WOuld seem that most of the 
pregnancies occurred before the mothers were thirty years of age, with some 
exceptions. This point is raised because some doctors feel that pregnancies1 
that occur in the early thirties sometimes result in births of children 
with congenital anomalies. The ages of the mothers may be important in 
18 
in treatment planning. That is, we know that the younger one is at the 
time of treatment, the more chance there will be for improvement since the 
years tend to set the behavior patterns. It is also important to remember 
that the personality structure of the mothers is an important factor and 
only after a careful evaluation of them can we anticipate how much move-
ment in treatment can be expected. 
It is interesting to note that prior to marriage six mothers were 
white collar workers (three secretaries and three clerks) and five did 
manual work (three factory workers, one domestic and one barmaid). Three 
mothers never worked and in two cases there was no information available 
· about the mothers' previous occupations. or the three mothers who never 
worked, one had to take care of her sick mother, a second married as soon 
as she graduated from high school and the third had had to take care of 
six siblings because MGM died when mother was fifteen. 
Eleven of the mothers who worked prior to marriage are now house-
wives and only three are helping to support the family through their 
earnings at present. Since there were only five unskilled workers among 
the fathers in the group studied (see Table VII), perhaps it was not neces-
sary for the majority of the mothers to work. The fact that the mothers 
were at home could either be a positive or negative factor depending on 
how they feel about being a housewife. However, there were no professional 
workers among the mothers prior to marriage so that one would not expect 
concern about return to professional jobs. 
Table VIII presents data on the socio-cultural background of the 
mothers case by case. No Negro families were referred for this study. 
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Case 
Number 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
Religion 
Protestant 
Protestant 
Protestant 
Protestant 
Jewish 
Catholic 
Catholic 
Catholic 
Catholic 
Jewish 
TABLE VIII 
SOCIO-CULTURAL BACKGROUND OF fVlOTHERS 
Nationality Birth Place Education 
/l.merican United States Highschool 
Irish United States Elementary 
School 
American United States Business School 
English United States Business School 
Russian United States High School 
Polish United States Sixth Grade 
Latvian Latvia Elementary 
(4 years in U.S.) School 
Italian United States Seventh Grade 
Irish United States Seventh Grade 
Unknown Unknown Unknown 
Husband's 
Occupation 
Electrical 
Engineer 
Carpenter 
Salesman 
Maintainance 
Foreman 
Taxi Driver 
Laborer, 
Construction 
Company 
Husband Deceased 
Plumber 
Truck Driver 
Unknown 
~ 
I 
II 
Case 
Number 
11. 
12. 
13. 
14. 
15. 
16. 
Religion 
Protestant 
Catholic 
Catholic 
Protestant 
Catholic 
Jewish 
TABLE VIII (CONTINUED) 
Nationality Birth Place 
German United States 
Italian United States 
Italian United States 
English United States 
Polish United States 
Russian Russia 
(30 years in 
u.s.) 
Education 
Sixth Grade 
Seventh Grade 
High School 
High School 
Fifth Grade 
High School 
Husband's 
Occupation 
Machine Shop 
Operator 
Warehouse vlorker 
Mechanic 
Detective 
Truck Driver 
Real Estate 
Agent 
~ 
Ill 
From Table VIII we note that there were seven Catholic, six 
Protestant, and three Jewish mothers. There 1¥as a diversity of nationality 
backgrounds including three Italian, two American, two Russian, two English, 
two Polish, two Irish, or.e German and one Latvian. Thirteen mothers \·!ere 
born in the United States, one in Latvia and one in Russia. Two mothers 
went to business school after graduating from high school, five mothers 
completed high school, two elementary school, and six did not go beyond the 
seventh grade. The husband 1 s occupations included t1;ro professionals, three 
white collar workers, five skilled workers, one semi-skilled worker and 
five unskilled workers. 
FamilY Relationships 
It is somewhat difficult to evaluate the marital relationship in 
the sixteen cases studied because the material in the case records was given 
by the mother and therefore may only be valid according to her frame of 
reference. That is, the mother may have a need to devaluate the marital 
relationship and, had the material been compiled from the father's point of 
view, one might have obtained a different picture. 
Thirteen mothers were married at the time of referral and living 
with the referred child's father. One mother was divorced, another was a 
widow and the third was married to a man who was not the referred child's 
father since the child was illegitimately conceived. 
Eleven marital relationships were judged fair, five poor, and none 
good. 
The writer's definition of a good relationship was one in which 
mother and father were able to get along with a minor amount of friction, 
where the sexual relationship was mutually satisfying and where husband and 
'I 
I 
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wife were companions to each other. None of the cases in this study seemed · 
to fit these criteria. 
In those cases classified as fair, mother and father were having 
difficulties but there was no indication that separation or divorce were 
impending. For example, the material in three cases revealed that the 
' mother and father were alvmys bickering but the mother was very dependent 
on him and wouldn't think of leaving him, or the mother wanted more children 
and blamed the father because she couldn't conceive, or the mother over-
protected the alcoholic father and tried to keep the family together. 
The writer designated as poor, a relationship that was giving very 
little satisfaction to the mother and where separation or divorce was sought 
or desired. For example, in one case the mother was making plans for a 
legal separation because the father always went out and left her alone with 
the child, and in another case, the mother was very upset by the father's 
excessive drinking and wanted a divorce. 
Although there was limited information about the mothers' relation-
ship with maternal grandparents, the writer felt that it might be interest-
ing to examine the material that was available. Seven relationships with 
maternal grandparents were judged poor, six fair, three unknown, and none 
good. The author defined good as a relationship in which there was recipro-
1 
city in perception and feeling on the part of the two people. None met this11 
criteria. 
The use of the term fair implied that although the relationship was 
~uite difficult there were some positive aspects. For example, one mother 
had a hostile dependent relationship with her strict father but she admired 
him very much, and another mother was very close to the maternal grandmother 
I 
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as a child but now only visits once a year although they live close to each 
other. 
Poor was designated when the mothers received very little affection 
and emotional security from the maternal grandparents because of death, 
desertion and sickness. For example, in one case the maternal grandmother 
died when the mother was four years old and she never had a close relation-
ship with a female figure, and in another case the mother ran away from 
home twice hoping to find the maternal grandmother who had deserted when 
I the mother was six years old. 
Dr. Deutsch points out that in all of the phases of a woman's 
development toward femininity, and in all of the activities that bring her 
closer to motherhood, the greatest danger lies in her unresolved negative 
feelings toward her own mother. This she feels makes the woman incapable 
of becoming a good mother herself. B The clinical staffs in child psychiatry 
clinics have speculated on the fact that mothers who are seen in these 
clinics for treatment in relation to difficulties with their children, have 
not had a good parent-child relationship themselves. 
Table IX presents the mothers' attitudes toward the children with 
I the congenital anomalies during pregnancy. 
S Helene Deutsch, PsychologY of Women, Vol. 2, p. 45. 
I 
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TABLE IX 
MOTHER'S ATTITUDE TOWARD CHILD DURING PREGNANCY 
Attitude Number of Cases 
Wanted baby very much 2 
.A.mbi valent a bout pregnancy 5 
Op?Osed to having child 7 
No information 2 
Total 16 
The two mothers who wanted the baby were very eager to succeed in 
giving birth to a child as they reported that they both had several mis-
carriages. 
Among the five mothers who were ambivalent about the pregnancy, one 
I 
stated that she wanted the baby but felt she was too old to be a mother and 
· another said she ~nted the baby because she was unhappy in her marriage. 
I 
Seven mothers were opposed to having a child. For example, one 
mother said that this was the fifth baby and she didn't want any more because 
of financial difficulties and another mother was grieving over the loss of 
her f'irst child and was not ready to have a baby at that 1ime. 
It is important to note that the mother's feelings about the preg-
nancy were expressed after the birth of' the child. Since there were five 
who were ambivalent about the pregnancy, and seven who were opposed to having 
· the child, one wonders whether the def'ormity of the child affected the moth-
er's feelings about the pregnancy in retrospect. 
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Table X indicates the mother's relationships and attitudes towards 
other children in the family. 
TABLE X 
MOTHER'S RELATIONSHIP IHTH _OTHER CHILDREN IN THE FAMILY 
Relationship Number of Cases 
, Good 1 
Fair 7 
Poor 4 
No other children 4 
Total 16 
In the group classified as good one mother seemed to have very 
positive feelings toward her other children and said she was very proud of 
them. 
Fair was designated when the mothers expressed positive feelings 
about the other children but were having difficulties with them. Seven 
mothers had a fair relationship with the other children. For example, one 
mother was very strict but much warmer to her other children than she was 
1 to the defective child and another mother said she was very proud of her 
two older daughters but she never wanted children and it was too much work 
to look after them. 
Four mothers had poor relationships with the other children in the 1 
family. The author used the term poor to designate a relationship that was 
giving very little satisfaction to both mother and child and where there 
was a great deal of friction. For example, one mother criticized her 
daughter all of the time and portrayed the patient to his sister as the 
"good child", and a second mother had a very loose attachment for all of 
the children, and the Society for the Prevention of Cruelty to Children 
was called in twice because the mother was neglecting them. 
Examination of the referred child's position revealed that four 
were the only child, one was the youngest, four the middle, and seven the 
oldest. 
Dr. Knocke tells us that, 
The disabled youngster who is an only child commands the 
complete attention of the parents. He is also apt to be 
a very lonely child because his social contacts are gen-
erally quite limited. The child who has siblings is more 
fortunate for he has the advantage of daily contacts with 
other children and the benefit of social experiences even 
if they are limited to the family group. 9 
Table XI presents the referred child's relationships with siblings. 
9 Frederick J. Knocke, Orthonaedic Nursing, p. 63. 
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TABLE XI 
REFERRED CHILD'S RELATIONSHIP WITH SIBLINGS 
Relationship Number of Cases 
• Positive 3 
Ambivalent 4 
Negative 4 
No siblings 4 
Unknown 1 
Total 16 
The writer's definition of a positive relationship was one in which , 
the child got along very well with siblings. For example, in one case the 
•, mother reported that the referred child played very well with his sister 
and in another case the child told the therapist that she was very fond of 
her younger sister and liked to play with her. 
The writer used the classification ambivalent to indicate a relation-
ship where the referred child had both strong positive and negative feelings 
I 
towards siblings. For example, one mother reported that the referred child 
, spoke positively of his sister but insulted her in front of her friends, and 
, in another case the child would often eat his baby brother's food although 
1
he enjoyed playing with the baby. 
Negative was defined as a relationship where there seemed to be 
I 
1 hostility and aggression for the most part toward the sibling. One referred 1 
child often expressed overt hostility by grabbing his sister at the throat I 
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and another child annoyed his baby sister by pinching and shouting at her. 
The material on the referred child's relationships with siblings 
was gathered from the children's interviews with the therapists as well as 
from the mothers' reports to the social workers. In some cases, where 
1 primary reliance was on the mother's reports to the social worker, this 
may be the 1~y the mother saw the situation and may not represent the sit- , 
uation as it exists in reality. 
father. 
Dr. Knocke also tells us, 
It is not unusual to find evidence of an intense dislike 
for the handicapped child expressed by siblings, as well 
as complete lack of interest in him. Parents usually 
report a long history of friction, resentment and jealousy 
in such instances without having a clear understanding 
regarding the causes. 10 
Table XII presents the referred child's relationship with his 
TABLE XII 
RELATIONSHIP WITH FATHER 
Relationship Number of Cases 
Positive 2 
Ambivalent 2 
Negative 11 
Unknown 1 
Total 16 
10 Ibid., P• 63. 
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The writer's definition of a positive relationship was one in 
which the fathers took an interest in the children and enjoyed being with 
them. For example, in one case it ,.,ras noted that the fathe r wa s very 
affectionate to the youngster and liked to take her on trips and in 
another, it vras reported that the father enjoyed playing with the child 
and often spent his hours a1..ray from 1.rork in the child's presence. The 
author used the term ambivalent to designate a relationship in which the 
father was able to give of himself to the child to some extent but also 
did not take an active interest in the child 1 s welfare. For example, one 
father vras said to be very passive and hardly ever expressed interest in 
the child's activities but at times he would consent to help the youngster 
1..rith his home1.rork. Negative 1-1as defined as a relationship in 1..rhich the 
father was feared and did not get along ·Hell with the child. For example, 
one father felt that the child should be forced to learn and frightened the 
child by his gruff manner. In another instance the father was said to be 
very punitive and often beat the child. It is important to remember here 
that most of the information was given by the mothers and in many cases 
she might have projected her own feelings onto the father. 
In the foregoing sections the medical and family characteristics 
of the cases studied were presented. This was done to give a general 
picture of the cases studied in relation to the type of congenital anomaly 
for 1'1hich the child vias referred as well as the relationships and charac-
teristics of the family. In the section that follows, the school situation 
and the child's relationship with his peers will be described. 
School Situation 
Table XIII presents the findings on the referred child's I.Q. The 
I 
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three blind children were not testable and two children with heart defects 
were too frightened to take the psychological tests. 
Case Nwnber 
4. 
5. 
6. 
7. 
B. 
9. 
12. 
13. 
14. 
15. 
16. 
T.ABLE XIII 
REFERRED CHILD'S I.Q. 
Congenital Anomaly 
Orthopedic Defect 
Orthopedic Defect 
Orthopedic Defect 
Orthopedic Defect 
Heart Defect 
Heart Defect 
Sub-dural Hematoma 
Cerebral Palsy 
R. H. Negative (deafness) 
Extrophy of Bladder 
Cleft Palate 
I.Q. 
90 
88 
95 
85 
98 
102 
70 
85 
104 
86 
65 
From Table XIII we note that the I. Q.'s in general are rather low. 
However, there were five children whose I. Q.' s were between 90 and 104 
which puts them in the normal or average intelligence classification. 
Fourteen children had a poor school performance, and t"WO did fair at 
school. A good school adjustment meant that the child was learning satis-
factorily in relation to his intellectual abilities. In no case did this 
appear. The author used the term fair to designate a situation where the 
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child was doing satisfactory work with some difficulties. For example, 
one teacher reported that the child was doing fairly well but recently 
had been getting low marks and in another case the child seemed to be 
eager to learn and did well when she tried but very often she would not 
turn in her assignments. The term poor refers to a situation where the 
child ·was not using his intellectual abilities at all and was having a 
very difficult time at school. For example, one teacher reported that 
the child was retarded in school although he had the intellectual ability 
to do passing work and in another case the child left school because he 
stuttered and was ashamed to speak in front of the class. 
Five children had poor relationships ;.rith their teachers and four 
\-l'ere rated as fair. In seven cases there was no information available 
a bout this area • 
. A poor relationship was one in which the child could not get along 
1-rith the teacher at all. For example, one child refused to follow dirac-
tions, ;.res extremely negativistic and aggressive and another youngster 
couldn't share the teacher with the other children. 
The term fair implies a relationship where the child was able to 
, get along to some extent but was having a difficult time with the teacher. 
For example, one child only did good work when the teacher praised him 
and another expressed his hostility by silence and inactivity most of the 
time. 
Relationships with Peers 
The attitude of normal children towards the handicapped 
child frequently causes him much anguish and sorrow 
because children are utterly honest in voicing what they 
think and feel. A child is practically uninhibited in 
stating facts as he sees them, facts which adults learn 
t C!_ e~ress in subt~e, tacj:.ful ways. _ Children can be 
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very cruel, for they often call the handicapped child 
by uncomplimentary nicknames for the disability and 
taunt him mercilessly. 11 
Thirteen children had poor relationships with their peers, three 
were classified as fair and none as good. The term good implies a 
relationship where the child was able to get along well Hith his peers and 
was accepted by them. The term fair designates a relationship 1.-1here the 
child had one or two friends but didn't get along with them too well. 
For example, one girl had two friends but she liked to boss them and would 
run crying to her mother if they refused to play a game using her rules. 
In another case the girl had one girl friend and got very upset when this 
friend associated with other children. 
The term poor was used when the child was not able to get along 
with peers at all. For example, one child had no friends and one child 
spent long periods of time in the house playing alone while another young-
ster 1.-ras frightened of other children and spent most of his time with his 
mother. 
The material in this chapter has been presented in order to show 
the general trends in the cases studied as well as to acquaint the reader 
with the medical, family and personal characteristics of the sixteen cases 
used in this study. The congenital anomalies '\.·Tith which the children were 
1, referred to Psychiatry were described as well as the age at the time of 
discovery, and source of recognition of the anomaly. The fathers' occupa-
tiona were presented as well as the ages and socio-cultural background of 
the mothers. The family relationships were studied and evaluated with 
11 Knocke, .212• ill•, p. 431. 
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special emphasis on relationships that might be affecting the referred 
child. The school situation and the child's relationships with people 
' outside of the family unit were also presented. 
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CHAPTER III 
MOTHERS IN TREATMENT 
Almost all mothers have guilt feelings about producing an imperfect 
child. Through the casework relationship, the social worker can help the 
mother to modify her feelings about herself, so that she no longer has to 
blame herself for the child's condition. 
The author was interested to know whether any of the mothers in 
the sixteen cases studied had received casework help in regard to the 
child's anomaly before the referral to the Psychiatry Department. 
Three mothers received previous casework help in regard to the 
child's anomaly. Among the three cases where help was sought, one mother 
of a congenitally blind child had been seen at a hospital clinic and had 
had two interviews with a medical social worker. In another ease a child 
with a congenital heart defect was spotted on the ward by a student social 
worker because the youngster appeared to be very frightened and anxious, 
and the worker referred the child to social service. In the third case, 
the mother bad one interview with the medical social worker when she 
learned her child had cerebral palsy. 
In the past there was not adequate coverage in the clinics which 
saw children with congenital anomalies. It is only a recent development 
that more medical social workers are seeing the mothers When they learn 
that the child has a congenital defect. 
The objective of casework with parents is to help them see the 
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connection between their problems and the child's and, if improvement 
within themselves is not possible, perhaps to help them work out their 
conflicts in other ways. In all family difficulties, the question of 
who provokes whom is basic; with disturbed children the parents may be 
the first ones to provoke. Having a disappointing child, they may correctly 
' sense the child's disappointment in them. The worker, by helping them to 
express their feelings, can discover how they feel about their role as 
parents and give them enough security in their parenthood so that they 
may be willing to make changes. 12 
When a child is born with a defect, we need to accept his parents' 
feelings and to realize the individuality in each situation. We must 
assist such parents from the beginning in understanding what is involved 
in their child's treatment and prognosis. We can help them accept the 
fact that several operations may be needed at different periods of the 
child's life and that training of a special sort may diminish the handicap. 
We can also give them help in relation to their 01in feelings about the 
defect. 13 
In evaluating the mother's initial attitude to1~rd treatment, it 
was noted that seven mothers were rated a~ having a fair attitude, seven 
poor, two unknown and none good. 
The writer's definition of good indicates that a mother was eager 
to have help and wanted to involve herself in treatment. No mother met 
these criteria. 
12 Gordon Hamilton, Psychotherapy and Child Guidance, p. 282. 
13 Shannon, ~· cit., pp. 27-31. 
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The term fair vTas used to imply that the mother was ambivalent 
toward treatment. She actually may have wanted help but she did not want 
to involve herself. For example, one mother accepted treatment at the 
beginning but pulled her child out when she herself was threatened and 
another came in in times of crises and refused to con1e in when things 
were going s1110othly. 
The term poor was used 1.rhen the mother was not willing to have 
help and did not want to involve herself at all. For example, one 1110ther 
said, "The social worker cannot help me. Only a private psychiatrist can 
do me any good." .Another mother denied that there were any problems, 
broke appointments and soon after treatment began, broke contact with the 
Psychiatry Department. 
As can be seen from Table IVX, there was a great variation in 
the number of interviews with these mothers and the length of time in 
treatment. 
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TABLE IVX 
MarHERS IN TREATME}J""T 
Case Number Number of Interviews Length of Tiloo in Treatment 
1. 24 3 years 
2. 22 6 months 
3. 2 1 month 
4. B 3 months 
5. 40 lt years 
6. 10 6 months 
7. 35 3 years 
s. 20 1 year 
9. 13 4 months 
10. 6 3 months 
11. 50 3 years 
12. 4 1 year 
13. 13 6 months 
14. 25 1 year 
15. 0 0 
16. 15 1 year II 
Usually, if a mother is referred from a medical clinic, the 
medical social worker sees the mother for one or two interviews in order 
to obtain pertinent background material. Before a decision is made to 
take on the case for treatment in the Psychiatry Department, both mother 
~ 
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and child are seen for two or three diagnostic interviews. 
From Table rvx· we note that one mother (case 3) had only two 
diagnostic interviews with the psychiatric social ~rker, whereas all 
of the others had four or more. An exception to this was case number 
fifteen, in which the mother was not seen at all since the child had 
been placed at the time of birth. This was the child with extrophy of 
the bladder and the mother was completely resistent to seeing the social 
worker. The child was in treatment with one of the staff psychiatrists 
while at a foster home. Many of the mothers resisted treatment and 
stayed a short time only, while others kept the clinic contact much 
longer. 
Table XV describes the mother's relationship with the caseworker. 
Case Number 
1. 
2. 
5. 
6. 
TABLE XV 
MOI'HER 1 S RELATIONSHIP WITH SOCIAL C ASEVIORKERS 
Description of Relationship 
.Able to relate somewhat, socially 
superficial tone 
Related well, frightened at first, 
soon relaxed 
Could not relate at all 
Able to relate positively on surface, 
couldn't express hostility 
Felt she was not accepted, very 
difficult for her to relate 
Spoke freely, warm, but unable to 
involve herself in treatment 
Rating 
Fair 
Good 
Poor 
Fair 
Poor 
Fair 
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7. 
8. 
9. 
10. 
11. 
12. 
13. 
15. 
16. 
TABLE XV (CONl'!IITIJED) 
Involved herself in relationship 
but was extremely dependent on worker 
Formed a dependent relationship but 
very superficial, didn't show concern 
about to whom she was speaking 
Demanding, asked for money, cigarettes, 
spent all intervie"tots talking a bout how 
bad child was, couldn't involve herself 
No information 
Was not able to involve herself though 
she spoke a bout her problems and asked 
for help for herself 
Found it very difficult to relate, 
negative followed by positive feelings 
Involved herself in treatment, sought 
caseworker out 
Found it difficult to relate, afraid 
to express hostility, handled hostility 
by running away, withdrew from treat-
ment 
Refused to see social worker 
Was able to involve herself in 
treatment, movement in treatment 
Fair 
Poor 
Poor 
No information 
Fair 
Fair 
Good 
Poor 
Poor 
Good 
From Table XV we note that three mothers were rated as having a 
good relationship with the caseworker, six as fair and six as poor. The 
author used the rating good to designate a relationship where the mother 
was able to involve herself and move in treatment. The term fair was used 
when the mother was able to relate somewhat but was having a great deal of 
difficulty in the relationship and little movement took place. Poor was 
used to describe those mothers who Here not able to relate at all. 
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Seven mothers were rated as having a fair initial attitude, eight 
poor and none good, and one was unkno'W!l, toward treatment. Hovever, we 
note that three mothers were able to form a good relationship with the 
caseworker, six were rated fair, six poor, and there was no information 
on one case. Although there is some discrepancy here, this probably is 
due to the fact that as the mothers began to feel more comfortable with 
the caseworker they might have been able to relate more easily. 
'(,Te have seen that only three mothers received previous casework 
help in regard to the child's congenital anomaly. This might have been 
due to the fact that at the time the congenital anomalies were discovered 
there l.ras not adequate casework coverage in clinics where the children 
were seen. 
Because all mothers have guilt feelings about producing an imper-
fect child, the caseworker can be helpful in allowing the mother to 
express her feelings. However, this can only be done if the mother is 
willing and able to participate in the treatment process. 
In general, treatment can only be effective if the mothers can 
realize that both they and the children can be helped through the casevrork 
relationship. 
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CHAPI'ER IV 
HOH MOTHERS HANDLE THEIR FEELINGS TOWARD 
CHILDREN vliTH CONGENITAL ANOMALIES 
The fact that the sixteen children in this study were having 
emotional problems and had to be referred to Psychiatry seems to indicate 
that the mothers were having difficulties in handling their feelings 
towards the children. 
Table XVI indicates the presenting problems of the children at 
the time of referral to the Psychiatry Department. 
T.ABLE XVI 
PRESE1"'l'ING PROBLE~..S AT THE TIME OF REFERRAL TO PSYCHIATRY 
Presenting Problem 
Behavior problems at home 
Poor school adjustment 
Speech disorders 
Psychosow~tic complaints 
Poor sexual adjustment 
Resistance to medical recommendations 
Anxiety which prevented surgery 
Number of Cases 
10 
12 
2 
2 
1 
1 
1 
In Table XVI we note that there was more than one presenting 
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problem in each case at the time of referral. Behavior problems at home 
included sibling rivalry, temper tantrums, ldtbdrawn behavior and over-
dependence on the mother. Poor school adjustment was manifested in 
retardation, failure to pay attention, failing in school subjects and 
aggressive behavior to,.rard the other pupils. The speech disorders -vrere 
stuttering and indistinguishable speech. The psychomatic somatic complaints 
were enuresis, vomiting, headaches, loss of weight and obesity. Resistance 
to medical recommendations refers to refusal to wear a brace and resistance 
to wearing a bearing aid. In the poor sexual adjustment, the mother was 
1 concerned because of the child's sex play. One child was very frightened 
of impending surgery. 
It is difficult to determine whether the ways the mothers handled 
their feelings toward these children precipitated the emotional problems 
or whether these problems would have developed in spite of the congenital 
anomaly and the mothers' reaction to the defects. However, it is the 
purpose of this chapter to describe the defense mechanisms which the 
mothers used in relation to the congenital anomaly. 
The concept of mechanisms of defense was introduced by Sigmund 
Freud in some of his earliest writings. Many other 'writers have used and 
developed this concept in psychoanalytic literature. 
The defense methods so far discovered by analysis all 
serve a single purpose; that of assisting the ego in 
it's struggle 1-rith its instinctual life. They are 
motivated by the three principal types of anxiety to 
which the ego is exposed--instinctual, anxiety, objective 
anxiety and anxiety of conscience. In addition, the 
mere struggle of conflicting impulses suffices to set 
the defense mechanisms in motion. 14 
14 Anna Freud, The Ego and the Mechanisms of Defense, p. 73. 
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The term defense mechanism is also used to describe a force or 
resistance 1.Jhich keeps painful feelings or sensations on an unconscious 
level. There are successful and unsuccessful mechanisms of defense. 
Fenichel tells us, 
Ego defenses may be divided into successful defenses 
H'hich bring about a cessation of that which is warded 
off, and unsuccessful defenses which necessitate a 
repetition or perpetuation of the t-rarding-off process 
to prevent the eruption of the warded-off impulses ••• 
Pathogenic defenses which are at the basis of neuroses, 
belong to the second category: when opposed impulses 
cannot find discharge, but remain in suspension in 
the unconscious and are still heightened by the 
continued functioning of their physical sources, a 
state of tension results and a break-through may occur. 15 
Conflicts bet"reen instinctual demands am fear or guilt feelings 
are not necessarily pathological. The way in which the conflicts are 
handled determines whether the functioning of the person is normal or 
neurotic. The mothers in the sixteen cases studied were not able to 
handle their conflicts successfully and a great deal of anxiety resulted. 
The definitions of specific defense mechanisms have been gathered 
from psychoanalytic literature, and, for the most part, the authors that 
will be cited are in agreement on the meaning of the terms. Although 
there are several other mechanisms of defense that have been discussed 
in psychoanalytic writings, only those that appeared in the case record 
material Hill be described. 
Table XVII presents the major aefense mechanisms used by the · 
' mothers in relation to the child's congenital anomaly. 
15 Otto Fenichel, The Psychoanalytic Theory of Neuroses, p. 144. 
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TABLE XVII 
MAJOR DEFENSE MECHANISMS OF MOTHERS OF 
CHILDREN WITH CONGENITAL ANOMALIES 
Case Number Denial Projection Rationalization Reaction Formation Isolation Identification Total 
1. X X X X 4 
2. " X X X 4 
" 
3. X X X X 4 
4. X X 2 
5. X X X X 4 
6. X X X X 4 
7. X X X 3 
8. X X 2 
9. X X 2 
10. X X X 3 
ll. X X X X 4 
12. X X X 3 
t 
TABLE XVII ( CONI'INUED) 
Case Number Denial Projection Rationalization Reaction Formation Isolation Identification Total 
r 13. X X X X 4 
14. X X X X 4 
I 15. X X 2 
16. X X X X X 5 
II 
- -
1: Total 16 13 6 7 4 8 
I 
I' 
II 
I 
t;: 
In the tabulation of the defense mechanisms used by the mothers 
in the sixteen cases, it is interesting to note ~~at all sixteen used 
denial. Projection was used by thirteen mothers, rationalization by six, 
reaction formation by seven, isolation by four and identification by 
eight. The defense mechanisms overlap and all of the mothers used more 
than one at the same time, as can be seen in Table XVII. Two mothers 
used five different defense mechanisms (case number 1 and number 16). 
Seven mothers used four (case number 2, 3, 5, 6, 11, 13, 14). Three 
mothers used three (case number 7, 10, 12) and four mothers used two 
1 (case number 4, 8, 9, 15). 
Denial 
The defense mechanism of denial, which was used by all sixteen 
mothers is a very primitive way of handling ego dystonic sensations. 
Very young children use denial when they encounter unpleasant reality 
situations. In defining denial as a mechanism of defense, Anna Freud 
tells us that the weak and immat~e ego cannot stand feelings of internal 
or external dangers. It therefore tries not to see outside reality as 
it really is. 16 
The following is an illustration of how the defense mechanism of 
denial was used by one mother to handle her feelings about the child's 
congenital anomaly. 
Case Number 5 (Denial) 
Mrs. Friedman is the thirty-five year old mother of 
Rachel, age seven. She did not notice anything wrong 
16 Anna Freud, The Psychoanalytic Treatment of Children, p. 88. 
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Hith Rachel until her neighbor pointed out to her that 
the child was walking in a peculiar manner and her right 
hip stuck out. Mother immediately took Rachel to a 
doctor who referred her to the Children's Medical Center. 
Rachel was twenty-two months old at this time and a 
diagnosis of congenital scoliosis was made. The child 
was put in a body cast and Hhen it was removed she was 
fitted for a brace which she has continued to wear up 
until the present. Mother tells the child that she has 
to wear the brace so that she will have good posture 
when she grows up. Against the doctor's recommendations, 
the mother "forced" the child to go to dancing school 
and take swimming lessons. Mother hides the brace when 
people come to visit and encourages the child to take 
it off in a closed locker so that no one will see it 
when she goes swimming or to dancing school. 
From the above summary we note that the mother denied the defect 
by insisting that the child go to dancing school and take swimming lessons, 
and by telling her that she wears the brace in order to have good posture. 
II When this case was presented at staff conference, the consultant felt that 
the crux of the problem was that instead of trying to help the child 
accept her defect, the mother denied it herself and guarded the child 
from real:Lty. 
Projection 
Of the sixteen cases studied, thirteen mothers used the defense 
mechanism of projection. By the use of this mechanism, a person attributes , 
to others qualities that he does not like in himself. Fenichel tells us 
about the origin of this mechanism of defense in young children. 
The first judgement of the ego distinguishes between 
edible and non-edible objects; the first acceptance 
is swalloYing, the first rejection is spitting out. 
Projection is a derivative of the first negation; it 
bas the content of "I want to spit it out" or, at li~st, 
of "I want to put distance bet•..reen it and myself''. 
17 Fenichel, ~· ~., p. 145. 
Fenichel further describes the use of projection, 
The offensive impulse is perceived in another person 
instead of in one 1 s own ego ••• In general the organism 
prefers to feel dangers as threats from without rather 
than from within because certain mechanisms of protection 
against overly intense stimuli can be set in motion 
against external stimuli only. 18 
Projection is Sigmund Freud's term (1894) for the process of 
attributing to others the drives and complexes which belong to ourselves.l9 
Anna Freud tells us that the weak and immature ego attributes to others 
the qualities which it does not like to see in itself. 20 In general, 
, this is a defense mechanism whereby the person feeling the painful sensa-
I 
II 
I 
I 
tion can ward it off by claiming that it is not he but someone else who 
feels this way. 
The following is an example of how the defense mechanism of 
projection was used. 
Case Number 2 (Projection) 
Mrs. Green, age thirty-nine, is the mother of Ronny, 
age seven. When Ronny was six months old, mother 
noticed that he was turning his eyes down and upon 
seeking medical help, a diagnosis of hydrocephalus 
and blindness was made. Mother was extremely upset 
when she learned of the blindness and said that when 
Ronny was born she overheard the doctors say he should 
have been delivered qy Caesarian section. Ronny was 
admitted to the hospital for cranial surgery when he 
was seven months old. Mother was very depressed at 
this time and said, "The doctors will not allow me 
to visit Ronny because they are cutting his head." 
lf.hen Ronny was ready to be discharged from the hospital 
mother was afraid to see him. She said that the doctors 
18 Fenichel, ~· cit., P• 146. 
19 Ives Hendricks, Facts and Theories of PsYchoanalysis, p. 360. 
20 Anna Freud, The Psychoanalytic Treatment of Children, p. 88. 
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never told her anything about the child's condition 
and they walked out of the room when she asked them 
questions. Later on, when Ronny was having difficulty 
at school, mother said that the teachers Here not 
giving him enough attention and were trying to find 
fault with him. She added that if there were any 
problems in regard to Ronny's behavior it was all her 
husband's fault because he does not show any interest 
in the child. 
In the above we see several examples of projection. First, the 
mother blamed the doctors for not delivering the baby by Caesarian 
1 section • Secondly, she claimed that the doctors would not allow her to 
. I 
II 
II 
see the child but presumably it was actually she \-tho was frightened at 
seeing him and this was bow she handled it. When the child had difficulty 
at school, the mother's reaction was that the teachers were not giving 
him enough attention when in reality she did not spend much time with him 
herself. She said her husband was disinterested but presumably here again 
she was projecting her feelings onto him. This case illustrates how 
mother's ovenrhelming guilt may be projected onto others because it is 
too painful for her ego to bear. 
I Rationalization 
Six mothers used rationalization as a mechanism of defense and 
gave reasons or excuses for their children's deformities and difficulties. 
By the use of this mechanism they could explain intellectually what was 
happening on an emotional level and thereby conceal their real feelings. 
Fenichel tells us, 
When the mechanism of rationalization is employed, 
emotional attitudes become permissible on condition 
that they are justified as "reasonable". The patient 
finds one reason or another why he has to behave in 
this way or that, and thus avoids becoming a"mre that 
I 
I 
I 
I 
I 
I 
I 
I, 
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he is actually driven by an instinctual impulse. 21 
Because it is too painful for the ego to feel the impulse, it 
tries to ward it off by resorting to a reasoning process which justifies 
the feeling. Harriman tells us, 
Rationalization is a term introduced by Ernest Jones 
(1908) to denote the method of self-justification where-
by acceptable, not real reasons are given for past 
behavior. It is also used to denote an intellectualized 
attempt to account for an unconsciously motivated thought 
or act. 22 
The following is an example of how rationalization was used. 
Case Number 1 (Rationalization) 
Mrs. Smith, age thirty-seven, is the mother of seven year 
old Billy. Billy '"as a premature baby and a diagnosis 
of retrolental fibroplasia (congenital blindness) was 
made when he was two and a half months old by the family 
doctor. When mother was questioned as to whether it was 
difficult to bring up a blind child, she said, "It is 
good for Billy to be treated like the other children and 
I always tried to treat him like one of the family. Al-
though he cannot do things as well as the other children, 
he should have responsibility and I will see that he is 
brought up to do what he is told." Mother was very 
concerned about the child's intellectual development and 
the fact that he wasn't doing vrell at school. She said, 
"I like facts and want to talk about things from the 
factual point of vie'". I think that the teacher should 
force him to do his work because it is good for him." 
She often mentioned that "Billy has retrolental fibro-
plasia which is a disease of the eyes. I tell the other 
children so that they will understand about his condition. 11 
The above summary is an example of hovr rationalization was used to 
I 
, '.rard off anxiety. Mrs. Smith justified her feelings by intellectualizing I 
I 
' and saying that it '.ras good for Billy to be treated like the other children I 
1 and he should have responsibility. Although there seems to be an element 
21 Fenichel, £D• ~., p. 485. 
22 Philip Harriman, The New Dictionary of Psychology, p. 325. 
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of denial in this process, she used reason to cover up her feelings. She 
used the term retrolental fibroplasia i.rhen talking about the child's 
blindness. This was a correct term in reality, but it shows how a person 
may cite one fact which is actually true but which covers up a deeper 
feeling which is too painful to experience; she told the other children 
that Billy had retrolental fibroplasia so that they would understand about , 
his condition. This, perhaps, justifies her real feelings thus making 
herself temporarily more comfortable in regard to the child's blindness. 
She is no.t really accepting the blindness but rather has justified her 
feelings about the anomaly by using rationalization. 
Reaction Formation 
Of the sixteen mothers, seven used the defense mechanism of reaction 
formation. When this defense mechanism is used the person conceals his 
real feelings by expressing the opposite feelings. Fenichel tells us, 
"Reaction formation is the development o:f a character trait, usually the 
exact reverse of the original trait, which keeps in check and conceals 
partial impulses. n 23 
It is also used as a defense against infantile urges and because 
these urges are too painful to the ego, the opposite kind of behavior is 
expressed consciously. Thus, this defense mechanism serves as a protection ' 
against id impulses which are ego dystonic. 
The following is an illustration of how reaction formation was 
used. 
23 Fenichel, £D• cit., p. 151. 
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Case Number 11 (Reaction Formation) 
Mrs. Holf is the thirty-three year old mother of Larry, age 
ten. There was an older sibling, a girl who died at 
twenty-two months of pneumonia, seven months prior to 
Larry's birth. .At the age of three years a diagnosis of 
congenital heart disease was made. Mother said, 11 It was 
terrible to have another child who was sickly and would 
probably die also." As a result of his heart condition, 
she watched him every minute. "I thought he would drop 
dead on the street any minute •11 Because she l.J"as in con-
stant fear of his death she didn't toilet train him or 
set limits. She hovered over the child and supervised 
every move he made. She did not allol.J' him to play with 
other children or go anY'.J'here on his own. 
In the above summary, 't.re see that the mother handled her anxiety 
about the child's congenital anomaly by using reaction formation. She 
repressed her hostility toward him and instead lavished a great deal of 
attention on him. The psychiatric staff felt that because this mother 
was guilty about the child's physical condition, she kept him in a very 
dependent protected situation. 
Isolation 
Four mothers used isolation as a defense mechanism in relation to 
their child's congenital anomaly. There are two aspects to this mechanism 
of defense. Firstly, it is used to keep apart ideas that belong together 
emotionally, and secondly it keeps apart ideas and the affect corresponding 
to them. 
Anna Freud tells us that isolation is a defense whereby the patient 
has not forgotten his pathogenic trauma but has lost trace of its connec-
tions and their emotional significance. 24 The patient isolates an idea 
from the emotional cathexis that was originally connected with it; when he 
24 Anna Freud, The Ego and the Mechanisms of Defense, p. 37. 
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discusses very exciting events he may remain calm, but he may display the 
emotion felt before, at· a most inappropriate time. 25 
According to another definition, isolation is a defense mechanism 
vrhereby the patient represses tensions arising from feelings and seeks 
gratification in intellectualization and fails to recognize the compensa-
tory nature of his behavior. 26 
Fenichel tells us that, 
.Another type of isolation is represented by attempts to 
solve conflicts by ambivalence-that is, conflicts between 
love and hatred of the same person--by splitting the con-
tradictory feelings so that one person is only loved, 
another only hated, a countercathexis preventing the t ;.ro 
feelings from having contact with each other. .An example 
is the contrast of the good mother and the ;.Ticked step-
mother in fairy tales. 27 
The follovring is an example of hovr isolation 1.ras used by one mother. 
Case Number 5 (Isolation) 
Mrs. Polansky, age forty-five, is the mother of Carla, 
age seven. At the age of four, her mother was told that 
the child had spinal bifida oculta. Mother said that she 
thought the condition might have developed because mother 
fell down the stairs when she was pregnant with Carla. 
vlhen she said this it was as though she were speaking about 
a historical fact and she expressed no feeling. Later on 
when speaking a bout all the 1<rork she had to do at home 
there was a great deal of feeling in her voice. Nother 
said that it was very hard to talk about Carla and when 
she did it was as though she 1.rere talking a bout someone 
else's child. When the question of continuing in treat-
ment came up, mother said she didn't think she '~s getting 
any help. One of the reasons she might have felt this way 
was that she was not able to involve herself and spoke 
25 Fenichel, QD• cit., p. 155 
26 Harriman, QD• ~., p. 258. 
27 Fenichel, ~· £1i., p. 157. 
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about the child in a casual off-hand Hay. Mother said, 
"tfuen Carla is good I 1vill be good to her -- 'lorhen she is 
bad I lVill be bad." 
From the above sun~ry l.J'e see how the mother isolated her feelings 
about the child's deformity and then displaced this feeling when she spoke 
about her housework. When speaking about the child it was as though she 
were talking about a character in a story rather than about herself and the 
child. She also used isolation to handle her ambivalence to1~rd the child. 
She could either be the good mother or the bad mother but she could not 
combine these feelings. 
Identification 
There were eight mothers who used identification as a defense 
mechanism, in relation to the child's congenital anomaly. Through the 
use of the defense mechanism of identification, the patient obtains vicar-
ious gratification by feeling with another person. It is difficult to 
determine where one person begins and the other ends because the patient 
may actually think, feel and act like another person. Actually, through 
the process of identification the young child takes on values and charac-
teristics of an adult figure. In this connection it is a normal part of 
personality development. However, it becomes pathological when the person 
identifies to such an extent that his own individuality is lost in the 
process. 
Hendricks tells us, Identification is not merely playing at being 
like someone else. It is becoming like him in some way ••• This was shown 
by a patient 1..rho envied the mother her children and she sho'lored her uncon-
scious identification by developing back pains like those the mother suffer-
ed. 28 
28 Hendricks, .m;?. cit., p. 354. _ 
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Identification, performed by means of i ntrojection, is the most 
primitive type of rel ationshi p to objects. Therefore, any later t ype of 
object r elationship, upon meeting Hith difficulties, may regress to 
identification. 
The following is an example of hov! identification Has used . 
Case NQmber lQ_Lidentification) 
Hrs . Fischer is the mother of Nark , aged 10. Hot.her 1 s 
pregnancy five years before :Hark' s birth terminated i n an 
i nduced abortion because of financial dif f icultie s . ~~rk 
1.ras an R.H. negative baby and Has born ,, ith erythroblas-
tosis fetalis. Nether vras very concerned about the abortion 
vrhen she learned of ¥.tark1 s condition and felt that Nark's 
deafness (vrhich was discovered "~>The n the child vra s four) -vras 
a direct punishment for the abortion. She said she thought 
the R.H. antibodies were built up in her blood at the time 
of the abortion. Hhen mother learned that Hark ,,,ould have 
to ;,year a hearing aid , she screamed and carried on so 
much that t.he doctors thought there was something Hrong 
Hith her physically and emotionally. Mother said that 
she thought Hark was crazy and often said that about her-
self as well. She claimed that Mark was self-conscious 
about the hearing aid, when, actually, she was the one 
most concerned. She remarked, "Hark and I are like one 
person." Nark was seen by mother as "a punishment and a 
curse for my past wickedness." 
In the above we see, through the mechanism of identification, that 
any imperfection in the child stirred up the mother's guilt as to what she 
did to deserve this. She used the child to express her own feelings of 
defectiveness, worthlessness, loneliness, oversensitivity and being un-
wanted. She grasped at his defects and faults and almost proudly displayed 
them. "i·lhen she spoke about the child, it vras difficult to discern i.rhether 
she was speaking about Mark or herself. 
In the above examples, the 1.rriter has tried to illustrate how one 
particular mechanism of defense was used in each case. Actually, conflicts, 
and the defenses used to deal with them, are more complicated than the 
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above description indicates. A.n isolated conflict betHeen one particular 
drive and one particular opposing anxiety rarely occurs. Hore frequently 
there are complex and powerful interactions bet1.,reen many drives and many 
anxieties. A defensive struggle is rarely brought to a successful con-
elusion by one particular defensive activity. Defenses may be more or 
less successful; they may work under certain circumstances and be insuf-
ficient under others. All the minutiae of everyday life are perceived 
either as temptations for repressed impulses or as warmings of possible 
punishments, and may thus disturb the equilibrium ane1.r. Certain exper-
iences may evoke the return of 1-rhat Has warded off in the defense, which 
may in turn necessitate defenses against the defense. 
The follo'ioring is an example of the combined use of the defense 
mechanisms of denial, projection, reaction formation and identification. 
Case Number 12 (Denial, Projection, Reaction Formation, Identification) 
Mrs . Corolla, aged thirty-four, is the mother of Peter, 
age 7. 1•1hen he -vras six years old, it -vras discover ed by 
the clinic doctor at Children's Medical Center that Peter 
had congenital heart disease in the form of a mild ventri-
cular septal defect. Mother 's sister died at age fifty 
from a heart condtion and when mother learned of Peter 1 s 
condition, she wondered if the child would have the same 
fate. She became panicky, but denied she ·t.ras concerned 
and said, "He 1-rill probably outgrow it" (denial). Ho'\or-
ever, she became very tense and 1-ras very cautious wi ·th the 
child. She Hould not let him go any..rhere vli thout her and 
said, "I let Peter get a'ioray >.rith many things because he 
was born an unfortunate child" (reaction formation). 
Mother reported that father said that Peter would never 
amount to anything good and mother got angry because she 
couldn't bear to have anything negative said about Peter 
(projection). l'-1other said that all her life people had 
taken advantage of her and she blamed her family doctor 
for not telling her of the defect sooner (projection). 
vfuen mother deprived him of food because he was overweight, 
Peter told her, "You don't love me~" She couldn't stand 
to be told that and gave him the food he desired (reaction 
formation). Mother 1.ras closely identified 1·1ith Peter's 
_ obesity. The onset of the obesity was at the time t~at 
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mother learned of the death of her t wo sisters, with an 
apparent revival of old conflicts on her part. Her rela-
tionship with the boy changed greatly at this time (re-
action formation). She indulged hi.m and let him do wl'l..at-
ever he wanted to because he was a sick child (rationali-
zation). Hother controlled her feelings and couldn't cry 
when she learned of the deaths of her relatives because, 
11 It is weak to cry; they (Peter and father) vrouldn 1 t 1.rant 
me to11 (projection). She was very overprotective of Peter. 
She said~ 11 He has a difficult life, just like me 11 (identi-
fication;. 
In the above material we have seen how the mothers handle their 
anxieties in regard to the child's congenital anomaly and the effect on 
the child. Sixteen mothers used denial as a defense mechanism, which is 
a very primitive defense against anxiety. The fact that their children 
¥Tere born with defects was very threatening and so they escaped temporarily 
from this reality by denying its existence. Projection was used by thir-
teen mothers. It was much less anxiety-provoking to apply the blame to 
an outside source than to accept it themselves. 11It was the doctor's 
fault •• the school' s •• the hospital's •• but it had nothing to do with me. 11 
Six mothers used rationalization as a defense and gave "reasons or excuses" 
for their children's deformities and difficulties. Seven mothers over-
protected their children by using reaction formation and completely re-
pressed the hostility they felt tm..rard the children. Four mothers isolated 
their feelings because it was more comfortable to think about the child 
without involving themselves and giving vent to their real feelings. Eight 
mothers identified with the child, feeling what the child felt, and 1orere 
immobilized to separate themselves emotionally from the children. 
From this chapter we can see that all of the mothers had difficulties 
in handling their feelings towards the child's congenital anomalies and the 
various mechanisms of defenses which they used in this connection have been 
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described. 
CHltPI'ER V 
Sillvfi1ARY AND CONCLUSIONS 
The purpose of this study was to explore how a group of mothers 
1·Tho were seen in the Psychiatry Department handled their feelings tot.re.rd 
children with congenital anomalies. 
The general questions posed at the beginning of this study were: 
1. ifuat are the defense mechanisms that the mothers used 
in relation to the child's congenital anomaly? 
2. Is there a similarity in the ways these mothers handled 
their feelings toward their children with congenital 
anomalies? 
In connection t.rith and as background material for answering the 
above questions, analysis was made of the medical, family and personal 
characteristics of the cases studied. 
This study was based on sixteen cases that 1.rere referred to the 
Psychiatry Department of the Children's Medical Center over a four year 
period. The congenital anomalies with which the children vrere referred 
included congenital blindness, orthopedic defects, congenital heart disease, 
neurological disorders and others. The children were referred to Psychiatry 
I 
because of emotional nroblems, half of the groups between the ages of six 
and eight, and in more than half of the cases the anomaly had been dis-
covered prior to the age of two. In seven cases it was the clinic doctor 
who recognized the anomaly and who also referred the children to Psychiatry. 
Six children were hospitalized for surgery bett.reen the ages of three months 
and ten and a half years. 
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A study of the family characteristics revealed that the fathers' 
occupations ranged from professional worker to unskilled worker. The 
majority of the mothers were between thirty and forty years of age at the 
time of referral. Many of the mothers 1.;ho had ·Horked prior to marriage 
l<Tere houset.rives and only three viere still employed. There was a wide 
1 distribution of nationality groups, and Catholic, Jewish and Protestant 
religions were all represented in the families studied. No Negro families 
were referred for this study. 
Study of the family relationships revealed that the mothers were 
having difficulties in their marital relationshi~s. Eleven marital rela-
tionships '1-rere judged to be fair, five poor and none good. None of the 
mothers had a good relationship with the maternal grandparents. Seven of 
the mothers had very negative feelings about the referred child during 
their pregnancy l.J"itb that child, whereas the others either wanted the child 
very much or were ambivalent. The mothers' relationships with the other 
children in the family t.rere for the most part fair 1.rith one rated as good 
and four rated as poor. Four of the referred children were only children, 
one was the youngest child, four the middle and seven the oldest in the 
family. Three of the children bad a positive relationship with their 
siblings, four ambivalent and four negative. Eleven relationships with 
fathers were evaluated as negative and only two positive and two ambivalent. 
The referred children's I.Q. 1 s ranged from 60 to 105, with the 
majority falling between 85 and 105. Fourteen children had poor school 
performances. Four children had fair relationships with teachers and five 
•rere rated as poor. Thirteen relationships with peers were rated as poor 
whereas three were fair. 
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Three mothers had received casework help in regard to the child's 
congenital anomaly prior to the referral to Psychiatry. Evaluation of the 
mother's attitude tot-rard treatment revealed that seven mothers had poor 
attitudes and seven fair. Rot-rever, three mothers were able to form a good 
relationship with the caseworker, six were rated as fair and six poor. 
There was a great variation in the number of interviews these mothers had 
and the length of time in treatment. 
The fact that the sixteen children in this study were having emotion-
al problems and had to be referred to Psychiatry seemed to indicate that 
the mothers were having difficulties in handling their feelings toward the 
children. The emotional problems for which the children were referred Here 
presented. These included behavior problems at home, poor school adjust-
ment, speech disorders, psychosomatic complaints, poor sexual adjustment 
and anxiety which prevented surgery. 
Definitions of the eight defense mechanisms used by the mothers in 
handling their feelings toward the childrens' congenital anomal ies were 
cited from psychoanalytic literature. Case examples were presented to 
illustrate the individual mechanisms of defense used as t-rell as the combined 
use of several mechanisms. All sixteen mothers used denial in regard to 
the child's congenital anomaly and projection was used by thirteen mothers. 
Six mothers used rationalization, seven reaction formation, four isolation 
and eight identification. All of the mothers used more than one defense 
mechanisms at the same time. 
It was not possible to determine whether the ways the mothers handled 
their feelings toward the children precipitated the emotional problems or 
whether these problems would have developed in spite of the congenital 
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anomaly. 
It can be concluded that for the most part there is a similarity 
in the defense mechanisms used by the mothers in relation to the child's 
congenital anomaly. Denial and projection were the two mechanisms that 
were used by most of the mothers. It is difficult for the medical staff 
to spot mothers who are concerned about the child's congenital anomaly if 
the mothers deny that they are upset. Ho~rever, perhaps if more of the 
medical personnel were aware of how these mothers handle their feelings 
and the kind of mechanisms of defense they use, more cases would be spotted 
early enough to prevent emotional pathology in the child. The medical 
social vrorkers in the clinics that see mothers of children with congenital 
anow~lies can be very instrumental in helping the mother to express her 
feelings after she learns of the child's defect. 
There are many cases of children with congenital anomalies who are 
seen at the Children's Medical Center but are not referred to Psychiatry. 
It might be usefUl to use a larger sample from Psychiatry and a control 
group from the medical services and compare them to see if there are any 
significant differences between the two groups. Also a live study could 
be done over a period of several years of children with congenital anomalies 
in order to get a fuller picture of the dynamics of these children and 
their mothers and the course of their emotional problems. 
~ c-, .;- ,_,_y-s<-ii:~~'; 
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.APPENDIX 
II 
I. 
I 
A. ,!llil Child 
1. Name 
2. Sex 
3. Age at time of referral 
4. Medical diagnosis 
5. Degree of illness - symptoms 
6. Recognition of illness 
7. Problem- Reason for referral to Psychiatry Department 
8. Family Structure 
a. Siblings (ages) 
b. Father in home - occupation 
c. Other relatives in home 
9. Relationships with siblings 
10. Relationship with father 
11. Relationships with peers 
12. School 
a. Learning 
b. Relationships ,,rith teachers 
13. Awareness (degree) of physical limitations 
14. Recreational activities 
15 . Reactions to restricted activities 
B. ~ :Hother 
1. 
2. 
3. 
Name 
Age 
Occupation 
a. Present 
b. Prior to marriage 
Treatment 
a. Number of interviews 
b. Length of time in treatment 
5. Attitude tO'to~ard treatment 
6. Marital relationship 
7. Relationships with parents 
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' B. The Mother (continued) 
8. Attitude toward child during pregnancy 
9. .Attitude toward other children in family 
10. Relationships 
a. Caseworker 
b. Other people 
11. Cultural background 
a. Religion 
b. Nationality 
c. Number of years in United States 
d. Race 
e. Socio-economic status 
1. prior to marriage 
2. in marriage 
12. Previous casework help in regard to child's physical anomaly 
13. Way mother handles her feelings toward child 
14. Defenses 
II 
